Alert information in the Norwegian Summary Care Record
The introduction of the Norwegian Summary Care Record means that all alert information registered for each individual patient will be available all over the country. This will give us a more abundant information base for adaptation of treatment.
The Summary Care Record is an e-health system (a health information exchange, HIE) that provides access to selected patient information adapted to medical emergencies. The purpose of introducing the Summary Care record is to enhance patient safety and quality of treatment, since a lack of patient information is constantly reported in the context of admissions to A&E departments (1) . This Summary Care Record contains updated information on medicines dispensed to the patient by Norwegian pharmacies, an overview of the patient's contact history from hospitals, contract specialists and other units in the specialist healthcare system, the patient's address from the National Registry, his or her GP and alert information. The patients themselves can register contact persons and next of kin, medical history and communication disabilities or special needs.
The first reference to the Summary Care Record was made in the national e-health strategy «Samspill 2.0», published in 2008 (2) . The Summary Care record was introduced as a pilot trial in the autumn of 2013 in St. Olavs Hospital and the A&E centres in Trondheim, Malvik, Melhus and Klaebu municipalities. In the spring of 2014, the Summary Care Record was also tested in Stavanger University Hospital and the A&E centres in Stavanger, Randaberg and Sola municipalities. GP practices can participate if they so wish. Altogether, 400 000 inhabitants now have a Summary Care Record, and in the autumn of 2014 both trial areas will be expanded so that the number of inhabitants enrolled will reach 700 000. Inhabitants have the opportunity to opt out of the Summary Care Record.
Alert information
The contents of a patient record can be divided into three parts: alert information, important information and other information ( Figure 1) . A key element of content in the development of the Summary Care Record pertained to the types of information that would be of critical importance in emergencies, specifically «information that in a given situation could have a decisive impact on the choice of health assistance, and if absent could lead to a risk of error or delay in the provision of treatment» (3) .
What should be included as alert information was studied by a project group assessing international models for such alert information and then specifying the information areas and content elements. The Swedish model of «varningsinforma-tion» was chosen as a basis (4) . Quality assurance of this work was provided by a group of 17 experts, with input from another twelve (5) . The model enjoyed support from all the reference groups for the Summary Care Record project, including representatives of unions, healthcare providers, patients' associations and others.
In issue 15/2014 of the Journal of the Norwegian Medical Association, Myren and collaborators have written an interesting and noteworthy article on the origin of the CAVE concept and its history in Norwegian patient records (6) . They refer to the fact that the use of CAVE as a concept is no longer recommended in the Norwegian Summary Care Record. CAVE is most often used for describing adverse reactions to medicines and is often perceived as an instruction or contraindication rather than as a precise description of a reaction. In contrast, the concept of «alert information» Figure 1 The relationship between alert information and the total content of a patient record 
Precise documentation
Therapists will have varying levels of competence and access to resources needed to handle emergencies. An anaesthetist with a trained team and sophisticated equipment will have completely different preconditions for handling a patient in shock than a single foundation doctor located two hours away from the nearest hospital.
In different care settings, doctors must have varying approaches to the amount of medical risk they should take, based on their level of competence and the resources available. Alert information should therefore be described in neutral and precise terms in light of the situation at the time, without any recommendations to colleagues regarding how they should address later situations. A foundation doctor in a rural district should show extreme care in prescribing drugs to which the patient is allergic, while an anaesthetist in a hospital has all the necessary resources to handle a possible anaphylaxis.
In the Summary Care Record, alert information should be registered with the highest level of precision possible. For allergic reactions against medications, the product should preferably be entered, alternatively at the ATC level (Anatomical Therapeutic Chemical Classification System). A first-time reaction should be documented, ideally with the date, alternatively with the patient's age at the time of the reaction. It is also possible to note whether the information has been provided by the patient, his or her next of kin, patient records or test results, as well as the registering doctor's opinion as to whether this is a suspected, likely or confirmed reaction. Thus, the information will be recorded with the prevailing degree of certainty, and the next doctor can use the information in light of the patient's situation, availability of resources and medical risk. Alert information provides a better basis for this assessment than the classic «Cave Penicillin».
To alert new healthcare providers to a potential risk for the patient, it is essential that all doctors document alert information as soon as possible after becoming aware of this information. A new feature in the introduction of the Summary Care Record is that this information becomes available nationwide, and alert information will no longer restricted to separate electronic medical records in local institutions. It is thus essential for doctors to be consistent and use a standardised method for documenting the information, like the one we are now testing for the Summary Care Record. A revised standard for alert information will be submitted for a national hearing round in the autumn of 2014. In the longer term, the vision is for alerts to be automatically included in the ordinary documentation in the electronic medical record, thus eliminating the need for manually documenting alert information separately, as we are doing today.
For those who wish to try the new model, a demonstration version of the Summary Care Record is available on the web and via Norsk Helsenett, the Norwegian Secure Health Network (7). 
